prompted the development of a myriad of new community programs, aimed primarily at the mentally ill, such as the Greater Vancouver Mental Health Service Society (7) . They were often sponsored or administered by community organizations rather than hospitals.
The growth of a third service sector, psychiatric hospitals, general hospitals and community programs, followed recently by a fourth, consumer and family sponsored programs, with each having its own accountability and funding mechanisms, increased the fragmentation and duplication of services. Poor communication and limited collaboration between programs led to gaps in services and the creation of barriers to receiving care (1, 3, (8) (9) (10) (11) (12) . This led to the inevitable conclusion that communities needed to improve the coordination of programs or services and that agencies should be accountable to a local coordinating body or authority.
The first two papers in this symposium describe the experiences of two Canadian cities, Vancouver and Hamilton, that have succeeded in coordinating psychiatric services. The final paper deals with the ways in which the impact of a psychiatric network on services and patients' outcomes can be evaluated.
The evolution of these two systems has taken them along contrasting paths. The Hamilton (McMaster) Network, established in the late 1960s, was based on a university-sponsored general hospital system. The Vancouver system, which was founded in the early 1970s, is a collection of non hospitalbased services for the mentally ill. They also demonstrate the different ways a network can come into being. The Vancouver system was legally mandated, while the Hamilton network was, in part, built on a vision of an integrated system but also evolved from day-to-day clinical contacts.
Despite their diverse origins, each consists of a relatively small number of member services or hospitals. Both acknowledge the value of coordination and collaboration in facilitating the flow of patients and the use of resources. As other services in their respective communities have expanded, each has become a subsystem within a wider local system, working collectively with other agencies with whom they have contact. Each has also established a working relationship with a department of psychiatry at a local university and can provide valuable training experiences for students.
The systems share many common characteristics. Perhaps the most important is the understanding that for a network to succeed it cannot be imposed on a community. It must reflect and respond to local needs and conditions, and potential members should participate actively in its design. Indeed, in many instances, a network begins as a formalization or expansion of existing relationships among services (4) .
What exactly is a service network? It is clearly more than just a collection of services that happen to interact with each other periodically. The papers identify six key features that together define a network. These are: 1. a clearly defined group of participating services; 2. a common purpose, a defined target population and a clear set of goals; 3. interdependency between and mutual support by its members; 4. central point of authority, to which all participants are accountable to some degree; 5. the ability to take collective action; and 6. effective leadership.
Vancouver and Hamilton have provided models of how services can be coordinated. Many other Canadian examples exist, although often on a smaller scale than those described in this symposium. If the principles discussed in this and the following papers can be adhered to, then networks can be an effective and efficient way of coordinating resources.
